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December 12, 2018

Dylan Pushee, Manager

Valley View Home For The Retired
Po Box 93

Fairlee, VT 05045-0093

Dear Mr. Pushee:

Thank you for the cooperation you gave our surveyor during the December 4, 2018 annual survey of
your facility.

Enclosed is the Residential Care Home Survey Statement indicating that your facility is in substantial
compliance with the current regulatory requirements. Congratulations to you and your staff.

If you have any questions regarding this report, please feel free to contact this office at (802) 241-0480.
Sincerely,

SNUNRTIOWEN

Pamela Cota, RN
Licensing Chief

Dis.abilit_y and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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